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Abstract
Background: In most developing countries, as in Egypt; postmenopausal breast cancer cases are
offered a radical form of surgery relying on their unawareness of the subsequent body image
disturbance. This study aimed at evaluating the effect of breast cancer surgical choice; Breast
Conservative Therapy (BCT) versus Modified Radical Mastectomy (MRM); on body image
perception among Egyptian postmenopausal cases.
Methods: One hundred postmenopausal women with breast cancer were divided into 2 groups,
one group underwent BCT and the other underwent MRM. Pre- and post-operative assessments
of body image distress were done using four scales; Breast Impact of Treatment Scale (BITS),
Impact of Event Scale (IES), Situational Discomfort Scale (SDS), and Body Satisfaction Scale (BSS).
Results: Preoperative assessment showed no statistical significant difference regarding cognitive,
affective, behavioral and evaluative components of body image between both studied groups. While
in postoperative assessment, women in MRM group showed higher levels of body image distress
among cognitive, affective and behavioral aspects.
Conclusion: Body image is an important factor for postmenopausal women with breast cancer in
developing countries where that concept is widely ignored. We should not deprive those cases
from their right of less mutilating option of treatment as BCT.
Background
Breast cancer is the most common cancer in women in
developed western countries [1] and is becoming even
more significant in many developing countries [2]. In
Egypt, breast cancer is the most common cancer among
women, representing 18.9% of total cancer cases [3] with
an age-adjusted rate of 49.6 per100 000 population [4].
Older women, who account for more than half of the new
cases of breast cancer each year [5], are the fastest growing
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segment of the United States population [6]. Therefore,
during the coming decades, older women will account for
an increasing number of new cases and survivors [7]. At
present, treatment for this growing diverse population is
variable and represents evolving paradigms [8]. Decisions
about optimal treatment patterns will ultimately depend
on trial data about efficacy and woman's treatment prefer-
ences.
Several investigators dealing with early-stage breast cancer
have two surgical options for treating local disease, breast
conservative therapy (BCT) or mastectomy (MT) [9].
Because these treatments are equivalent with respect to
survival, preferences for treatment may be important in
quality-of-life (QOL) outcomes [10]. Preferences about
maintaining body image are a key component in decision
making for younger women [11].
Multiple studies have demonstrated that treatment for
women with breast cancer differs substantially by patient
age; with older women more likely to receive a more rad-
ical surgery [12]. This view is greatly adopted in many
developing countries and the reasons for the difference
are probably multifactorial including poorer performance
status, less social support, difficulty with transportation,
patient or family preference, negligence of QOL, lower life
expectancy, and age bias [13]. In addition, few research
studies have included older women, the lack of data may
lead to less aggressive care.
Multiple studies had demonstrated that, women with BCT
generally exhibit more positive body image [14]; they are
less likely to become self-conscious about body presenta-
tion [15] or experience feelings of loss, and more likely to
maintain feelings of physical attractiveness and feminin-
ity; compared with women who receive MT [16].
However, none of those studies focused on elderly
women, leaving a large and growing segment of breast
cancer survivors understudied with respect to body image
preferences and postmenopausal QOL outcomes.
Therefore, our study was directed to compare the impact
of the two surgical options, BCT versus MT, on body
image disturbance among Egyptian postmenopausal
breast cancer cases.
Patients and Methods
We conducted a prospective randomized trial enrolled
between February 2004 and December 2007. Briefly a
sample of 100 post menopausal women with newly diag-
nosed stage I or II breast cancer was recruited from the sur-
gical department of Mansoura University Hospital. Fifty
cases underwent modified Radical Mastectomy (MRM).
None of those cases had on table reconstruction. The
other 50 patients had BCT. Women were excluded if they
had chronic debilitating diseases e.g. heart disease or dia-
betes. Patients with chronic illness could face permanent
changes in life-style, social stigma, dependency, self-man-
agement tasks, threats to dignity and diminished self-
esteem, diagnostic uncertainties, disruption of normal life
transitions and decreasing resources. These disease-associ-
ated stressors challenge patients' abilities to maintain
emotional balance and a satisfactory self image and may
disrupt future perspectives and proper evaluation [17].
Patients were also excluded if they had history of breast
cancer or other cancers and if they had deformities or cos-
metic problems especially in the face and other exposed
areas. Changes in appearance or function may result in
altered body image perception, and decrease satisfaction
that may interfere with proper evaluation of any recent
body image disturbances.
Sociodemographic data were collected and pre and post-
operative assessments of body image distress were done
using four scales; BITS, IES, SDS, and BSS. Ethical
approval was obtained from Mansoura University Medi-
cal Ethical Committee. After a verbal and written consent
was signed by the patient, data were collected through
semi-structured psychiatric interviews and medical
records. Sociodemographic data were collected including
patient's age, level of education (illiterate women -those
who can not read and write- received assistance from the
psychiatrist in reading the scales with extreme effort not to
interfere with the assessment), occupation, fear of recur-
rence, the degree of support provided by their partners
and patients' believes about their illness.
Body image scales were introduced preoperatively.
Another assessment by the same scales was done postop-
eratively after complete wound closure with no evidence
of exudation, gaping or infection (usually the day after we
remove the stitches, 10–15 days post operatively) to eval-
uate body image after actual changes caused by surgical
intervention.
Body image scales
There are four interrelated aspects of body image: cogni-
tive, affective, behavioral, and evaluative components.
Cognitive component is how accurately the person esti-
mates his/her body size, either the entire body, or a partic-
ular body part. It is an interpretation of such external
sensation as observing one's reflection or internal sensa-
tion. Affective body image is the emotional responses
engendered by one's thoughts about the body. Behavioral
component reflects actions about or toward the body. In
another words, the activities engaged in or avoided
depending on feeling toward one's own body. Evaluative
component of body image is described as; person's rating
of her/his body image [18].World Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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Body image distress in breast cancer patients refers to sub-
jective psychological stress that accompanies women's
negative feelings, emotions, thoughts, and behaviors
resultant from breast cancer and/or breast surgeries. We
tried to use scales that cover these different components as
much as possible. The following scales were used;
1. Breast impact of treatment scale (BITS) [19]
Its item content was derived from prior breast cancer
research assessing post-treatment concerns of women
receiving breast surgery. It assesses the intrusive and
avoidant response to the hypothesized traumatic event of
surgical treatment of breast cancer (cognitive aspect).
Intrusive response questions evaluate pervasive thoughts
as "things I see or hear remind me that my body is differ-
ent". Avoidant response questions measured limited cog-
nitive experience, subjective awareness of emotions
surrounding the event, as "I feel self conscious about let-
ting my partner see my scar". It is a 15 item questionnaire,
each item is weighed in 4 points scale (0 = not at all, 1 =
rarely, 3 = sometimes, and 5 = often). Total score ranges
from 0–75 with cut off point 26. This score indicates the
severity of body image distress as following: 0–25 mild,
26–43 moderate, and 44+ severe ranges.
2. Impact of Event Scale (IES) [20]
is a 15 item standardized self report questionnaire used to
measure current subjective stress related to a specific event
(affective aspect) e.g. "I had waves of strong feelings about
it and I knew that a lot of unresolved feelings were still
there, but I kept them under wraps". Women rate the fre-
quency of these 15 feelings or events during past seven
days using a 4 points scale (not at all = 0, rarely = 1, some-
times = 3, and often = 5). Total score ranges from 0–75
with cut off point 26. This score indicates the severity of
body image distress as following: 0–25 mild, 26–43 mod-
erate, and 44+ severe ranges.
3. Situational Discomfort Scale (SDS) [21]
consists of five items based on retrospective psychosocial
research on distressing situations following breast cancer
surgeries (behavioral aspect). Participants rated their cur-
rent level of distress across five situations (looking at your
chest in the mirror when you are unclothed, undressed in
front of other women, undressed in front of your partner,
letting other women see the surgical site, and letting part-
ner see the surgical site). Using a 5-point scale (1 = not at
all distressed, 2 = a little distressed, 3 = somewhat dis-
tressed, 4 = moderately distressed, 5 = extremely dis-
tressed) the five situational discomfort items were
summated to obtain a total distress score (range 5–25)
and higher scores represent greater distress.
4. Body Satisfaction Scale (BSS) [22]
is an abbreviated form consisting of 10 items. It measures
the external body satisfaction following surgical proce-
dures (evaluative aspect). Factor analysis has yielded two
factors: The first one deals with Satisfaction with Appear-
ance and the second factor deals with Weight or Body Cor-
relates of Weight. In addition, a single item assessed
satisfaction with overall appearance. The items of this
scale were rated on a six points satisfaction/dissatisfaction
scale (1 = extremely satisfied, 2 = moderately satisfied, 3 =
satisfied, 4 = dissatisfied, 5 = moderately dissatisfied, 6 =
extremely dissatisfied) with a higher score indicating
greater body dissatisfaction.
Some statements that show differences between the four
scales are listed in table 1.
Statistical analysis
Collected data were coded and then analyzed using the
statistical package for the social sciences (SPSS) for win-
dows (version 10.0) to test the statistical significant differ-
ence between groups. The description of data was done in
form of mean ± standard deviation (SD) and frequency &
Table 1: Examples of the statements of each scale used
Breast impact of treatment 
scale (BITS)
Impact of Event Scale (IES) Situational Discomfort Scale 
(SDS)
Body Satisfaction Scale (BSS)
Intrusive response questions:
- Things I see or hear remind me 
that my body is different.
- How my body has changed pops 
into my mind.
Avoidant response questions: 
measured limited cognitive 
experience, subjective awareness 
of emotions surrounding the 
event, as "I feel self conscious 
about letting my partner see my 
scar", denial surrounding the event 
as "I avoid looking at and touching 
my scar"
- I had waves of strong feelings 
about it and I knew that a lot of 
unresolved feelings were still 
there, but I kept them under 
wraps.
- I had dreams about it.
- I felt as if it hadn't happened or 
wasn't real.
- I was aware that I still had a lot of 
feelings about it, but I didn't deal 
with them.
- looking at your chest in the 
mirror when you are unclothed.
- Undressed in front of other 
women.
- Undressed in front of your 
partner.
- Letting other women see the 
surgical site.
- Letting partner see the surgical 
site.
Pick the description which 
currently prescribes how you 
regard your body:
Head.
The size of your breast.
Hips.
The shape of your breast.
Genitals.
Hair.
Abdomen.
Buttocks.
Complexion.
Weight.
General. Appearance.World Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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proportion for qualitative data. Chi-square test was con-
ducted to investigate qualitative data. Student t-test was
conducted to investigate quantitative data between the
two groups. Significant level of P is ≤ 0.05 at confidence
interval 95%.
Results
The patients' age ranged from 43 to 82 years old with a
mean of 54.28 years and SD of ± 8.84 years. Patients in
BCT group were slightly older than patients in mastec-
tomy group. The mastectomy group contained a larger
proportion of illiterate women (70%). In BCT group,
women were more likely to report fear of recurrence than
women in mastectomy group and slightly exhibit more
supportive relationships with their partners. There were
no differences between the two groups regarding percent-
age of working women or acceptance of reality about their
illness (Table 2).
The Chi square measurement of cognitive impact of body
image distress preoperatively, showed no significant sta-
tistical difference (X2 = 3.682, p = 0.159) between both
studied groups. However, postoperatively it showed sig-
nificant statistical difference (X2 = 6.413, p = 0.040) where
more than half of the patients (62%) in BCT group
showed mild degree of distress while most of the patients
in MRM group showed moderate (40%) and severe (22%)
degree of distress (Figure 1).
Regarding measurement of the affective impact preopera-
tively, the Chi square showed no significant statistical dif-
ference (X2 = 3.380, p = 0.185) between both studied
groups. Postoperatively it showed significant statistical
difference (X2 = 7.865, p = 0.020) between both studied
groups where only 10% of the patients in the BCT showed
moderate (4%) and severe (6%) degree of affective dis-
tress while 32% of the patients in the MRM group showed
moderate (20%) and severe (12%) degree of distress (Fig-
ure 2).
Similarly the Chi square measurement of the behavioral
impact preoperatively showed no significant statistical
difference (X2 = 1.021, p = 0.600) between both studied
groups. Postoperatively, it showed significant statistical
difference (X2 = 6.006, p = 0.05) between both studied
groups where more than half of the patients (52%) in BCT
group showed mild degree of distress while more than
half of the patients (52%) in MRM group showed severe
degree of distress (Figure 3).
On the other hand, the Chi square measurement of the
evaluative impact preoperatively, showed no significant
statistical difference between both studied groups either
pre (X2 = 4.239, p = 0.120) or postoperatively (X2 = 2.933,
p = 0.231) (Figure 4).
The mean scores of impact of distress of the four compo-
nents of body image distress both pre and postoperatively
are shown in table 3. In BCT group there were significant
statistical differences between the pre and post-operative
mean scores of cognitive, affective, and behavioral
impacts as well as in the total mean score (t = 0.52, p = <
0.001). On the other hand, the MRM group showed only
a significant difference between pre and post-operative
mean score of the affective impact (t = 0.52, p = < 0.001).
Discussion
Although breast cancer continues to be the most common
malignant tumor among women, it is a highly treatable
disease [23]. MT (radical MT or MRM) was the treatment
of choice for breast cancer regardless of the patient's age.
At present, it is well accepted that BCT is equivalent to MT
in terms of survival for early-stage breast cancer [24-27].
However a number of factors can influence treatment
choice, including patient preferences, tumor and patient
physical characteristics, and associated medical factors.
Patient preference is often the most difficult aspect of eli-
Table 2: Demographic data of the studied patients
Sociodemographic characteristics BCT MRM
N = 50 % N = 50 %
Age
43–50 7 14 15 30
5 1 – 6 0 1 73 41 83 6
6 1 – 7 0 1 73 41 53 0
71–82 9 18 2 4
Level of education
I l l i t e r a t e 2 85 63 57 0
L i t e r a t e 2 24 41 53 0
Occupation
House wife 38 76 39 78
W o r k i n g 1 22 41 12 2
Relation with partner
single 8 16 3 6
not supportive 6 12 15 30
supportive 16 32 16 32
very supportive. 20 40 16 32
Fear from recurrence
Y e s 4 18 22 14 2
No 9 18 29 58
Believes of illness
Not accepted 14 28 14 28
Accepted 36 72 36 72
BCT: Breast conserving therapy
MRM: Modified radical mastectomyWorld Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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Assessment of cognitive impact of body image distress during pre and postoperative period for both studied groups Figure 1
Assessment of cognitive impact of body image distress during pre and postoperative period for both studied 
groups.
Assessment of affective impact of body image distress during pre and postoperative period for both studied groups Figure 2
Assessment of affective impact of body image distress during pre and postoperative period for both studied 
groups.World Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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Assessment of behavioral impact of body image distress during pre and postoperative period for both studied groups Figure 3
Assessment of behavioral impact of body image distress during pre and postoperative period for both studied 
groups.
Assessment of evaluative impact of body image distress during postoperative period for both studied groups Figure 4
Assessment of evaluative impact of body image distress during postoperative period for both studied groups.World Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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gibility determination [28]. Therefore, BCT is widely
favored because, based on the emotional attachment to
this organ [29], it is seen as less mutilating than MT [30].
Early comparisons of BCT with MT did not demonstrate
major psychological advantages. However, more recently,
cosmetic results [31] and patient satisfaction [32] follow-
ing wide local excision were reported, and showed that
the psychological outcome was better among patients
with better cosmoses [33].
Curran and associates [34] reported that women in the
BCT group had better body image and were more satisfied
with treatment (p = 0.001) than those in the MT group.
Similarly Hopwood et al., 2007 found a clinically signifi-
cant increase in body image problems for women under-
going MT compared with BCT [35]. Rowland et al., 2000
also found that women who had BCT reported statistically
significantly fewer problems with their body image than
women who had MT [36]. Many other researches came to
the same conclusion [37-40].
Previous researches concerning body image in patients
treated for breast cancer primarily included younger and
middle-aged women (mean age < 55 years) [41-44] and
rarely included elderly women (mean age > 65 years) [45].
It is not certain whether findings from these studies of
younger and middle-aged women can be accurately
extrapolated to an elderly population [46]. Another limi-
tation of prior researches is that most studies were quanti-
tative in nature and few qualitative studies had specifically
studied postmenopausal women's experience of breast
cancer treatment [47] or those from developing countries.
In Egypt, like many other developing countries [48], most
of the people think that a postmenopausal woman had
finished her maternal role and it won't make a difference
for her to have her breast removed. Traditions and taboos
in these communities ignore the impact of removing an
organ that represents a part of her identity and self regard-
less of her age. In our study, this was evaluated by using
four scales in an attempt to cover the four aspects of the
body image.
Comparing both groups on dimensions of body image
distress revealed that in preoperative assessment, there
was no statistical significant difference as regarding cogni-
tive, affective, behavioral and evaluative impacts. As for
cognitive impact; the majority of women in both BCT and
MRM groups had negative thoughts regarding their expe-
rience with breast cancer. While the affective impact
assessment for both studied groups expressed strong neg-
ative feelings. The behavioral impact assessment showed
that the majority of both studied groups stated that, they
become severely distressed on undressing in front of their
partners. These results are in agreement with Perry et al
(2007) who stated that, as many as 80% of patients with
breast cancer report significant distress after diagnosis and
during the initial treatment period, and consider feeling
of shock, numbness, and anxiety about the future treat-
ment and prognosis are normal to receive diagnosis of
cancer [49].
In postoperative assessment, postmenopausal women in
MRM group showed greater level of distress as regarding
cognitive, affective and behavioral components. As for self
Table 3: Comparison between BCT and MRM groups as regards level of body image distress during pre and postoperative period.
BCT MRM
Pre-operative 
Mean ± SD
Post-operative 
Mean ± SD
t-test p Pre-operative 
Mean ± SD
Post-operative 
Mean ± SD
t-test P
Cognitive 
impact
48.420 ± 14.331 33.08 ± 18.560 5.87 < 0.001* 44.62 ± 16.261 40.7 ± 18.202 1.45 0.15
Affective 
impact
49.840 ± 12.819 33.08 ± 5.566 10.85 < 0.001* 45.94 ± 13.287 38.9 ± 4.377 4.89 < 0.001*
Behavioral 
impact
19.18 ± 6.862 13.66 ± 8.250 4.69 < 0.001* 17.52 ± 7.791 17.1 ± 7.475 0.35 0.73
Evaluative 
impact
32.220 ± 9.740 33.82 ± 12.166 1.22 0.225 33.66 ± 14.394 35.5 ± 14.185 0.82 0.41
Total mean 37.41 ± 10.93 28.41 ± 11.13 5.2 < 0.001* 35.43 ± 12.93 33.05 ± 11.05 1.27 0.21
BCT: Breast conserving therapy
MRM: Modified radical mastectomy
(*) statistically highly significant (P < 0.01)
SD: Standard deviationWorld Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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evaluative impact, there was no significant statistical dif-
ference. The greater level of body image distress was in the
behavioral component where women in both groups
rated their level of distress across five situations in which
they had either to see their scar or let others see it. As MRM
is more disfiguring than BCT, more than half of the
women who had MRM had severe degree of distress as
regarding behavioral component. These results indicate
that postmenopausal women receiving MRM showed a
significantly less favorable body image compared with
those treated with BCT. So it appears that it is not the can-
cer that causes of body change distress, but it is the treat-
ment. Also it appears that postmenopausal cases exhibit
body image distress as premenopausal ones, so age itself
should not be a contra-indication for conservative sur-
gery.
On the contrary, Pozo et al., 1992 found no difference
between BCT and MRM as regarding body image. This was
explained by assuming the greatest concern for most
patients is "they have cancer and they are trying to survive
it" [50]. Poulsen and colleagues [51] also reported no sig-
nificant differences between the 2 types of surgery on
measures of body image. But this study differs from ours
as they restrict its inclusion criteria to age ≤ 69 years, so the
above results does not express the effect on postmenopau-
sal women only as the study included younger women
also with exclusion of large number of the post menopau-
sal women. Also they used Linear Analogue Self-Assess-
ment Scale (LASA) where six quality-of-life domains were
assessed which did not give them the opportunity to
examine body change from its different aspects.
It should be noted that most of the published studies that
showed no protection from psychological dysfunction
with BCT could have been due to "worry about a cancer
recurrence" because only a small portion of the breast is
excised. However, our study showed although postmeno-
pausal women in BCT group showed less body image dis-
tress, they showed more fear of recurrence (82%) in
comparison to MRM group (42%). "Fear of recurrence"
has been at the heart of the controversy between surgeons
favoring MT versus those advocating BCT. In fact, in the
review of Kiebert and associates [52], six out of the eight
studies which investigated fear of recurrence and death
showed no difference between the two treatment strate-
gies and the remaining two trials found more fear of recur-
rence after MRM than after BCT. The review of Schover
[53] included six studies which produced conflicting
results with respect to fear of recurrence; two showed no
difference, one favored MRM and three favored BCT.
The importance of the significant other's support in illness
recovery is well-documented [54]. Previous findings sug-
gested that psychosocial interventions that improve both
the person with cancer and the partner's social and emo-
tional well-being may have positive effects on QOL
[55,56]. The degree of the partner's emotional involve-
ment and understanding of the woman's experience is
directly associated with psychological adjustment [57]. In
our study women in the BCT group showed more support
from their partners than women in MRM, this can be of a
special concern in Egypt where human relations and
familial bonds are still so strong.
Postmenopausal women in BCT group were more edu-
cated (44%) in comparison to 70% illiterates in MRM
group. Education can affect the patient decision about
treatment a consequently affect body image or it may
directly affect the cognitive appraisal of their new stressful
situation. Roland et al (2000) emphasize that women
undergoing MT with breast reconstruction and BCT are
more likely to be highly educated [45]. On the other hand
illiterates may leave the decision of the kind of operative
intervention to significant others in their lives, unaware
about the later psychological impact. Women's level of
education is considered a predictor for stress in women
with breast cancer, as less formal education is associated
with poorer psychological adjustment, including attempts
to cope with the stress of breast cancer by avoiding emo-
tions, thoughts, or information related to the disease [58].
In some patients, denial may prevent them from making
realistic plans for treatment. Peck suggested that women'
use of denial, as a defense mechanism in the immediate
post-operative period, may help them to come to terms
with their new body image. However, over time, denial is
difficult to sustain and patients may be forced to face pro-
gressively the reality of breast loss, which may result in
loss of self-image satisfaction [59]. In our study we could
not relate denial of illness to more body image distress as
the percentage of denial in both groups was similar.
Our main concern was to explore the taboo of breast can-
cer surgical treatment in developing countries as it contin-
ues to have a deep impact on both patient's survival and
body image disturbances. Physicians working in a limited
resources environment may be forced to make decisions
contrary to their best medical knowledge because diag-
nostic and/or treatment resources are lacking. For
instance, lack of radiotherapy facilities prevents the use of
BCT [60]. The patients' level of education, fear of recur-
rence, partner support and other factors may affect the
surgical decision making. Our study demonstrates that
prior assumption about body image not being important
to post menopausal women in developing countries, is
not true. Subsequently, those patients should be offered
BCT as often as it is offered to younger women.World Journal of Surgical Oncology 2009, 7:66 http://www.wjso.com/content/7/1/66
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Conclusion
Body image is an important aspect of the human psyche,
and is not an issue reserved for developed countries only.
It is time to change the concept of relying on age or men-
opausal status in surgical decision making. Postmenopau-
sal breast cancer cases in developing countries have their
concerns about body image and they have the right to be
offered a less mutilating form of breast surgery once indi-
cated. Oncology professionals caring for postmenopausal
women with breast cancer need to be aware of a woman's
preference about appearance and body image at the time
of treatment decision making to assist in her choice of
treatment and long-term adjustment.
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